been treated with chloroquine, PAS and streptomycin, and antimony. He had had a discharging sternal sinus for one year.
Investigations: Hb 53% (7T8 g/100 ml), WBC -2,300 (polymorphs 78 %). ESR 65 mm in 1 hour (Westergren), MCHC 35 %. Sternal marrow, normal architecture and cells. Hemoglobin electrophoresis normal. Serum iron 14 pg/100 ml.
Chest X-ray normal. Sternal sinus swabs negative no acid-fast bacilli. Splenic biopsy showed an area of caseous necrosis, no acid-fast bacilli or fungi seen. No malaria parasites.
Splenectomy was considered but his fever subsided, the sinus appeared to be healing and he was discharged to attend out-patients.
12.3.68: Admitted to St James' Hospital (Dr A Kahan) with weakness and abdominal pain. Splenic tenderness noted, but otherwise unchanged. Results of investigations were similar to those at Hillingdon Hospital. Tomograms of lower end of sternum showed a tuberculous abscess.
He later developed a left loin abscess and pus from both this and the sternal sinus grew Ps. pseudomallei, sensitive to ampicillin, carbenicillin, sulphonamides and trimethoprim (Stokes & McCarthy 1969 Admitted to hospital with pelvie peritonitis following a procured abortion two weeks previously. This was managed conservatively and examination at that time revealed no abnormality in the vagina. Six weeks later the patient complained of an offensive, blood-stained vaginal discharge; examination revealed a large, friable, fungating growth arising from the posterior vaginal wall which appeared to be malignant. A biopsy was taken, at which stage the growth was noted to be confined to the upper half of the vagina and the posterior fornix; the cervix was not involved. Surgical excision of the tumour was subsequently undertaken and satisfactory epithelial closure of the elliptical incision was achieved.
Vaginal examination three months after the operation revealed no recurrence of the lesion. On this occasion the sexual contact (a West African medical student then on vacation from Moscow University) was also examined, but no abnormalities of the external genitalia were noted. Virological studies (Dr I G S Furminger): No wart virus could be detected by electron microscopy of a sand ground sample or by culture on Patas monkey kidney, V3 cell line or human embryonic lung cells.
Discussion
Histologically this lesion resembled condyloma acuminatum with unusually large areas of ulceration and inflammation. The absence of demonstrable virus particles does not influence the diagnosis as the identification of virus particles in condyloma acuminatum tissue is less rewarding as compared with similar studies on ordinary warts (Dunn & Ogilvie 1968) . The large size of the lesion and its unusual situation are clinical features which make the diagnosis of ordinary condyloma acuminatum less likely. A possible alternative is the giant condyloma acuminatum first described by Buschke & Lowenstein (1925) in the phimotic preputial sac. This giant variant, characterized by ulceration, secondary infection and a tendency to invasion has subsequently been noted to occur on the perianal skin and in the rectum (Knoblich & Failing 1967) but has never been reported in the vagina.
Prolonged follow up is obviously desirable in such cases as this, for the early detection of recurrence or invasiveness, and the final diagnosis of this unusual papilloma will probably depend upon subsequent clinical findings. lesion histologically and had compared it with examples of the Buschke-Lowenstein giant condyloma acuminatum of the penis. The appearances were very similar except for greater keratinization in the penile lesions. Whether they were really identical however was not certain.
The following cases were also shown: 
